In the elderly, return to function is return to independence. A geriatric amputee must achieve this independence if the treatment is to be considered complete.
It is the purpose of this paper to outline a form of quick rehabilitation for geriatric amputees. Rehabilitation is no more than part of the complete treatment of a patient. Surgical responsibility, therefore, includes satisfactory rehabilitation of the amputee in the same way that the surgeon is responsible for the care of a fracture, not until union, but until full function has returned.
Early walking of geriatric amputees has many advantages. First, it gives the patient hope of independence after operation, thus improving morale; secondly, it gives him that independence within two or three weeks of operation; thirdly, it prevents atrophy of the stump muscles; and, lastly, it may allow him to leave hospital more quickly than otherwise.
The hope of quick independence removes much of the horror of amputation; to talk to an amputee who is up and about a week or two after operation is far more reassuring to a prospective amputee than a thousand words of advice from the surgeon. To achieve this an early walking aid is necessary until a definitive pylon or artificial leg is available.
Making the early walking aid and achieving independence with its use is a technique in physiotherapy only and is neither difficult nor complicated. A plaster cast is taken, if possible before operation, and from it a polythene socket is made, lined with plastic foam (Fig 1 A, B ). Straps and buckles are fitted to the front, and side-irons with knee hinges are 'pop riveted' to the sides. The sideirons are fixed below by adjustable bolts to a used calf and foot piece or a pylon-type rocker. Straps for unlocking the hinges are then fixed; two press studs at the top of the socket attach a body belt. This improvement was suggested by Dr M Vitali.
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Fig IA, A completed early walking aid made with a polythene socket and a used calfandfoot piece. If the latter is unavailable a nylon type rocker is used. The waist belt has now given place to a simple body belt. B, The hinges, which are self-locking Normally the limb is first worn ten days after amputation. Some three or four days after amputation the patient is taught to stand on the good leg using a Zimmer walking frame. The hips and the remaining leg are exercised. As soon as the early walking aid is fitted the patient is given increasing daily walks and on the fourteenth or fifteenth day is taught to go upstairs. Occupational therapists help by exercising the stump on a cycle with special bucket fixed to the pedal. The balance is improved also by standing and using a printing machine and amputees are also taught to put on and take off their early walking aid and how to get in and out of the bath and on to buses. It will be noted that there is no ischial weight-bearing in the early walking aid but this does not seem to hamper the patients in obtaining independence.
Geriatric amputees have a poor life expectancy. Fifty-three consecutive amputations done at St Helen's Hospital, Hastings, between November 1962 and June 1967 have been followed up. During that time there were 42 amputations for ischmmia, 8 for diabetic gangrene and 3 for other conditions. Of the 42 amputations for ischmmia, 8 were below knee, 17 through knee and 17 above knee. The ages were as follows: under 60 years, 4 cases; 60-69 years, 8 cases; over 69 years, 30 cases; the average age was 73 years. There are only 16 survivors ( Table 1) . Seven of these 16 were done within the last two years. Twenty-five of the 42 survived sufficiently long to be discharged from hospital and 23 of these walked on an early walking aid. All amputees since January 1964 who have been discharged from our hospitals have gone home on an early walking aid.
From the foregoing it will be seen that the rapid rehabilitation of geriatric amputees is essential not only for their well-being but also for the urgency of their situation. The principle of early walking of geriatric amputees is part of complete treatment and should not be considered as a separate entity: it is the surgeon's responsibility to see that his patients walk after amputation and that they walk early.
There is nothing complicated about the early walking aid. Throughout it has been made by an orthopeedic technician and fitted by a senior physiotherapist who is the most suitable person to undertake this programme.
Perhaps the most important aspect is to be able to break with the traditions of the past and to conceive rehabilitation as one part of treatment. Instant post-operative fitting (IPOF) is an excellent system. Perhaps it will become the treatment of choice provided that it is proved to be better than early post-operative fitting; for geriatric amputees this decision cannot yet be made. However, it is not yet possible for all hospitals to take advantage of IPOF because it is essential to have a limb-fitting centre near at hand. All that is needed to get an elderly amputee independent is a physiotherapist and an early walking aid. Work is at the moment progressing on pre-packing an 'instant' early walking aid so that it may be kept on a shelf and easily adjusted and applied to any geriatric amputee who must find it equally easy to use. One of the functions of the bones of the skeleton is to confer rigidity and strength. From the functional point of view, therefore, the healing of a long-bone fracture may be measured by the return of normal strength and stiffness (a term which in this paper will be used in preference to rigidity) in the healing bone. Anatomically, healing may be observed by radiographic or histological examination but neither of these two methods of studying fracture union measures the functional state of the fracture site. It has been the purpose of this study to examine experimentally produced fractures in the rabbit's radius, both in animals who have suffered a fracture without subsequent interference and in others who have had a fracture with either an intramedullary nail or onlay plate applied to the fractured bone.
